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Dr. Nielson and members of the Kansas Health Pé&lithority, my name is Mike Hammond, | am the
Executive Director of the Association of CommuriMgntal Health Centers of Kansas, Inc.

The Association represents the 28 licensed Commiental Health Centers (CMHCSs) in Kansas
who provide home and community-based, as well §satient mental health services in all 105
counties in Kansas, 24-hours a day, seven dayek. we

In Kansas, CMHCs are the local Mental Health Auties coordinating the delivery of publicly
funded community-based mental health services. OMeIC system is state and county funded and
locally administered. Consequently, service dejidecisions are made at the community level,
closest to the residents that require mental hésa@giment. Each CMHC has a defined and discrete
geographical service area. With a collective staffver 4,000 professionals, the CMHCs provide
services to Kansans of all ages with a diversegaiggresenting problems. Together, this system of
28 licensed CMHCs form an integral part of theltotantal health system in Kansas.

Recognizing your responsibility for the developmeh# statewide health policy agenda including
health care, health promotion and health indicatdispe you will find what | have to share withuyo
today useful in fulfilling that responsibility a®y move forward.

Much of what | have provided you with here is sanilo what | provided in my testimony to you this
summer as part of your initial town hall meetindggather than consume my time before you today
discussing the public mental health system, | haskeided with my testimony several attachments to
serve as educational tools for you: Attachment@WMHC Snapshot; Attachment B — Consumer
Success Stories; Attachment C — Risk and ProteEt&etors; and Attachment D — Transformation
Grid.

Medicaid State Plan Rewrite

As you know, SRS and Medicaid staff have been wgrkin addressing critical parts of the State’s
Medicaid Plan requiring revisions to meet the $atison of the Centers for Medicare and Medicaid
Services (CMS)._We support the approach takeragpdeciate the recognition of the value in having
the CMHCs retain primary responsibility for meetihg needs of all Kansans accessing the public
mental health systemSome of the benefits to this approach include:

v" Itis consistent with the values that have guideddesn partners in developing sturdy
community-based services;
Preserves current system infrastructures;
Develops an integrated and coordinated portalégtiblic mental health system;
Increases access to Medicaid for qualified prowdlerough associate agreements;
It enables the public mental health system to neddeetive and efficient use of all treatment
resources available; and
Collaboratively builds the future service systermt tbupports core values of consumer choice
and provider access in managed and cost effectys.w
There is much more that could be said about thpsagezh and changes that will impact the public
mental health system. However, our message tdogay is that we support the approach and look
forward to working with SRS, Medicaid and otherghe various and multiple opportunities for
feedback around implementation along the way
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KHPA Retreat

As part of your retreat this year, you identifiddrming domains, such as access and coveragetyquali
and safety, affordability and efficiency, and pnetven and health promotion. We believe all of #hos
planning domains are excellent domains to focuothe future.

You indicated that meaningful health insurance cage is a powerful indicator of financial access to
care. We would ask that as you explore this isgue include mental health benefits in those
discussions Supporting true mental health parity (equal rasae coverage for mental illnesses on par
with physical conditions) or at least increasecentves to improve employee benefits for mental
health coverage would reduce the possibility ohitials having to rely on Medicaid insurance
should they suffer from a mental illness that reggibngoing treatment where insurance does not
provide coverage. Research also shows that therelécrease in total health care costs following
mental health interventions, even when the coit@intervention is included. For example, a three
year study by Aetna showed that the medical castbeneficiary dropped from $242 per person to
$162 in a period of three years after the introidumcdf mental health services. We also believe tha
having mental health parity would increase acoe$seitment as we know from a national survey that
insurance and cost is the number one reason wipleodon’t seek mental health treatment.

With respect to Goal 3 of the access and coverageih, which is to stabilize and enhance the health
care safety net, you emphasized the importancebilizing and enhancing the health care safety net
which provides care to Kansans with low incomethose without insurance. We would ask that you
include in your considerations Community Mental lte&enters, as they are the safety net for
individuals with low incomes and/or those withausurance who seek mental health care

We support your quality and safety goal #1 whictoigse data to drive policy development. Often
times we find that policy makers and others relyanacdotal information to make policy decisions or
to influence policy making. We believe there slood an appropriate and effective use and
dissemination of health data on which policy degisican be made

Recent Efforts of the KHPA

We applaud the vision of the KHPA in recognizing tmportance of Advisory Councils to the KHPA
Board. Providing opportunities for consumers tovpte the KHPA with guidance on issues relevant
to them around health care access, quality, affolitia sustainability and health promotion is a
tremendous opportunity and we believe it will pae/the KHPA with valuable input. We ask that you
recognize the importance of having mental healttsumers and family members of youth represented
on this Council We will be providing you with a list of consurseand family members for
consideration in serving on this Council and wilteurage mental health advocacy groups to do the
same. We also appreciate the formation of a Peov@buncil where providers will have the
opportunity to provide you with guidance on heal#ine issues, planning, policy and implementation of
programs._The Association is very interested wirigaan opportunity to be represented on the
Provider Council, as is several of our membekgain, we will be formally communicating to your
desire to participate in this Council.




We are aware of the draft indicators the KHPA iglering, to include: access to care; quality and
efficiency; affordable, sustainable health careltmeand wellness; stewardship and public
engagement. We certainly believe you are focusmthe right indicators of health for all Kansans.

We believe you are on the right track - reorgamgjzmreflect increased focus on financial and budge
responsibility; increased communication and coltabion with stakeholders and partners; continued
focus on health information technology; focusinghealth and wellness.

World Health Organization

It seems appropriate to mention here that The Waeddlth Organization (WHO) estimates the burden
of mental disorders will grow in the coming decad@&bey estimate that by 2020, mental disorders are
likely to account for 15 percent of disability-asgfed life-years lost. Depression is expected toine

the second most important cause of disability entlorld.

We know that treatment works and people can recdoesr mental illness. We know that
psychosocial rehabilitation and family/group intmtions in combination with medication can reduce
the relapse rates for schizophrenia from 50 peirtceb® percent. We also know that the costs of not
treating mental disorders outweigh the costs aititng them.

According to the WHO, there are evidenced-basemk@nvironmental and economic determinants of
mental health (see Attachment C). The WHO als® goeto say that individual and family-related

risk and protective factors can be biological, eoral, cognitive, behavioral, interpersonal or teta

to the family context. For example, child abusé parental mental illness during infancy and early
childhood can lead to depression and anxiety Iatkie as well in next generations. Marital disgo

can precede conduct problems in children, depressimong women and alcohol-related problems in
both parents. Elderly people who are physicallgnay suffer from a range of subsequent risk factor
and problems such as chronic insomnia, alcohollpnod, elder abuse, personal loss and bereavement.

Also noted by the WHO are main evidence-based fa¢hat have been found to be related to the onset
of mental disorders. Those are also outlined ta¢ktment C.

The determinants of mental health and those risiofa identified as being related to the onset of
mental disorders are things we as a state shouakihce to pay attention to and focus on in the yéar
come

Exploring Opportunities for Medicaid Reform

We believe that Medicaid should continue to besdfety net health care program for the most
disabled and vulnerable citizens. Medicaid mughtaa a robust set of both mandatory and
“optional” services to meet the full range of neeflthe most disabled and vulnerable. Medicaid
services should include an array of supports andces needed to maintain disabled and vulnerable
populations within their communities and to avoigoutilization of costly institutional care. Wiksa
believe there are some opportunities worthy of ictaration:



= Inspector GeneralWe support the concept of an Inspector Generdhe Medicaid program in
Kansas to protect the integrity of Medicaid progsaand to have a concerted focus on Medicaid
fraud and abuse. We believe this is an importadtaitical first step in any reform effort in
Kansas. We must first ensure the integrity of@irprograms and eliminate opportunities for
fraud before considering cost saving measures asidimiting benefits, restricting eligibility, etc.

= Evidence-Based Practice$Ve support working with Medicaid to approprigtalcentivise the use
of evidence-based practices. According to thetirtstof Medicine, the lag between discovering
effective forms of treatment and incorporating thato routine patient care is unnecessarily long,
lasting between 15 and 20 years. With appropmatentives, we believe that gap can be reduced.
With the emergence of EBPs, the CMHCs are commitiednew level of quality and
accountability in services and programs. We ardempnting the following EBPs: Dartmouth
Supported Employment; Dual Diagnosis Integratecifnent; and Emerging Best Practice of
Strengths Based Case Management.

= Expanded Role of Nursing Facilities for Mental HegNFMHSs) We believe there are
opportunities to work with NFMHs to supplement @&coare psychiatric inpatient resources which
would reduce reliance on more costly inpatient.care

= Greater focus on Older AdultdNVe believe with appropriate funding identified mental health
outreach to older adults, those efforts could leaducing the premature admissions to nursing
facilities, thus saving Medicaid expenditures famd-term care. Research shows that almost 20%
of persons age 55 and over experience specificahantl cognitive disorders that are not part of
the “normal” aging process. Research also shoatsallder adults with any diagnosed mental
illness are about twice as likely to have to mava tigher level of care.

= Encourage Flexibility and InnovationNe believe State Medicaid regulations shoulddésgned
in such a manner as to minimize unnecessary admativg® costs and encourage innovation and
flexibility so as to provide quality, cost effeatigervices in the most efficient manner possible.

Other ideas include:

o Eliminating errors, overuse, rework, inefficienbpesses and duplication will increase
guality and decrease costs.

Employer mandates and providing financial assigdaaavorkers and employers to afford
coverage.

Pool purchasing power to make coverage more affibeda

Allowing buy ins for workers.

Promoting use of health information technology.

Emphasizing and paying for prevention and earlgrirgntion.

Demonstration projects that reward Medicaid clidatamaking healthy lifestyle choices
and create incentives to be more prudent healthaarsumers.
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Transformation of the Public Mental Health System n Kansas

It is important to note that reform themes in olldraalth system, such as care coordination,
information technology, pay for performance andstoner-driven care are themes that are
encompassed in transformation themes currentlyrwagein the Kansas public mental health system.

By Executive Order of Governor Sebelius, Execu@rder No. 04-10, issued on September 22, 2004,
the Governor’'s Mental Health Services Planning CdGMHSPC) is directed to coordinate New
Freedom Commission-related recommendations frokebktdders, consumers, mental health service
providers, community services providers and othend, based thereon, make appropriate
recommendations to the Governor; and to work with$tate Mental Health Authority; as well as
other State departments, to improve and refin&thte’s mental health strategic plan and develop
strategies to improve mental health services a@albsystems and State departments.

Pursuant to the Executive Order, the Transformaiiobncommittee (TSC) of the Governor's Mental
Health Services Planning Council was created.JBme Adams, Executive Director of Keys for
Networking and also a Commissioner on the Presgl&ldw Freedom Commission; and Mike
Hammond, Executive Director of the Association oh@nunity Mental Health Centers of Kansas, Inc,
serve as the Co-Chairs of this Subcommittee. Timegpy work product of the TSC has been the
development and continual adopting of a Transfoienabrid consisting of themes and tasks (see
Attachment D). This Grid has been presented t@tieiSPC Subcommittees to move these themes
and tasks from the Grid into their respective woltks an action agenda in progress.

Concerns Moving Forward

» We are concerned about the impact of Presumptisalility on the mentally ill who are currently
receiving services through the MediKan program.yés know, if a MediKan client is not
presumed disabled through the review process areldxhausted all Social Security
Administration appeals, they will no longer recemedical benefits. That leaves those MediKan
clients currently served by the CMHCs without aeyaurces. Due to a current state mandate that
CMHCs serve everyone who walks through our dobis,mheans additional strain on already
strained resources. This is a concern sharedyleeslators and those concerns were voiced
during the 2006 Legislature. We urge you to cargifunding the MediKan program via consensus
caseloads through FYO08 to allow for meaningful déstons and a well thought out plan involving
stakeholders to assure that no vulnerable Kandlartiaough the cracks as a result of any proposal
that would change or eliminate the MediKan progesnit exists today.

» We are concerned about the impact of the Defictuggon Act (DRA) on the citizens of Kansas
who rely on Medicaid. The DRA provisions eithequae mandatory changes in state Medicaid
programs or add to the myriad of options alreadylakile to states in the Administration of their
programs. We understand there is a DRA workgrouipinvthe KHPA and we look forward to
learning more about the work they are engaged in.



» The CMHCs are certainly challenged with issuesost n providing insurance for their staff; the
numbers of uninsured Kansans and/or the large nuailibose who are underinsured and the
impact of such on the public mental health systd@ability to sustain the safety net which we
provide for all Kansans in need of mental healtlvises as the publicly-funded system; and the
direction CMS is taking at the national level makes future of Medicaid and the much needed
services it pays for our most vulnerable citizensautain.

» We do understand that the legislative timelineasfuliry 2007 is a point in which the KHPA could
make a decision about including or excluding Homé @ommunity-Based Services (HCBS),
Targeted Case Management (TCM), Mental Health, iNgr5acilities for the Mental Health
(NFMHSs), Nursing Facilities (NFs), Substance Ab(f88), and State Hospitals under the KHPA.
If all were to move, it would mean an additionalBhillion in expenditures overseen by the
KHPA. Because the KHPA assumed those programs tinelelirection of the Division of Health
Policy and Finance (DHPF) effective July 1, 20086jal includes Medicaid, we believe the
January 2007 timeline for considering other prograimder the KHPA is too ambitious. We
believe the challenges of the current programs utheeauthority of the KHPA are challenges that
will warrant significant time of the Authority ant$ resources that assuming any new programs
would not serve the best interest of those progrémesconsumers and families impacted or
providers. Among concerns we have include chaleng ensuring consistent direction in the
public mental health system if mental health proggdunded by Medicaid are within KHPA and
all other mental health programs remain within SR believe it fragments the system and
results in poor coordination and would not be camnkito a cohesive system. It also assumes
congruent philosophies exist between such entifi@s.these reasons, the Association of
CMHCs of Kansas, Inc., and its members, do not sumgpt the transfer of Medicaid-funded
mental health programs from SRS to KHPA at this tinre. We do support a thorough
assessment of the advantages and disadvantagesuafisa transfer of additional programs to
the KHPA as well as with stakeholders impacted byhis decision.

As you forge ahead with your responsibilities ttoren health care in Kansas, we urge you to make
sure it is a collaborative effort that includesat8tagencies, the public, employers, insurers,igpeos,
advocates, pharmaceutical companies, and most family; the consumers of services.

Thank you for the opportunity to appear before iaulay.



ATTACHMENT A

CMHC System Snapshot
CMHCs Role in the Public Mental Health System

There are 29 licensed Community Mental Health Gsr{teMHCSs) in the State of Kansas. Each
CMHC has a defined and discrete geographical seanea. With a collective staff of over 4,000
professionals, the CMHCs provide services to Kasigdrall ages with a diverse range of presenting
problems. Together, this system of 29 licensed CMdifborm an integral part of the total mental health
system in Kansas.

As part of licensing regulations, CMHCs are requiit@ provide services to all Kansans needing them,
regardless of their ability to pay. This makes¢bmxmunity mental health system the “safety net” fo
Kansans with mental health needs — both targehanetarget populations. The target population
consists of adults who have a severe and persistemntal illness (SPMI) and children/adolescents who
have a serious emotional disturbance (SED). Tinetaget population is basically everyone else is
served by the CMHC.

We are a system that is not self contained, bberaine that crosses boundaries. For example, the
correctional system is one that if you haven't lemokhe law, you don't get in their system. For
community mental health, there aren’t any boundarlgterally every other human service system
recognizes the need for mental health servicee OWMHCs integrate and collaborate with systems
such as education (regular education and speadi@bdidn), juvenile justice, developmental
disabilities, corrections, aging, child welfarengeal medicine, law enforcement, and many more.

As the local Mental Health Authorities for commuyritased mental health services in Kansas,
CMHCs provide the primary linkages between and agremmvice agencies as well as transitioning
consumers from child to adult services. The CMId@we as the gatekeepers to state mental health
hospital treatment by screening all referrals édeshospitals. Also, to ensure necessary linkagibs
community supports, mental health reform legistatitandates “that no patient shall be discharged
from a state hospitals if there is a participanmgntal health center serving the area where thenpat
intends to reside, without receiving recommendatiibom such participating mental health center.”
Each CMHC has one or more liaisons who go to thie $tospitals to assist with discharge and
aftercare plans, as well as coordinating with gayasychiatric facilities and nursing facilities fo
mental health (NFMHS).

In addition to prior mental health reform initiadiy that were primarily targeted to state hospsabe,
gatekeeping procedures have been establishedrfuttiad) Medicaid recipients (or those believed to
be eligible for a Medical card) to general psyatigatnits in the community. Medicaid recipientsavh
are candidates for inpatient psychiatric treatnmemst first be screened (assessed for medical
necessity) by the local CMHC under contract witle Bonsortium. The purpose of pre-admission
screening is to assure the individual is in neetthefintensity of services provided by an acute car
hospital, or whether they could more appropriab&yserved in the community.

The primary goal of CMHCs is to provide quality eaireatment and rehabilitation to individuals
through mental health programs in the least réstei@nvironment. The CMHCs strongly endorse
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treatment at the community level in order to aliodividuals to keep functioning in their own homes
and communities at a considerably reduced costaim 1 third-party payers, and the taxpayer.

Primary Goal of CMHCs

The primary goal of CMHCs is to provide quality eatreatment and rehabilitation to individuals
through mental health programs in the least réste@@nvironment. The CMHCs strongly endorse
treatment at the community level in order to allodividuals to keep functioning in their own homes
and communities at a considerably reduced costetm { third-party payers, and the taxpayer.

Shared Governance — A Partnership Between State arigbcal Government

Most Kansans are probably unaware that county govent is the cornerstone of the Kansas public
mental health system. In 1962, the Kansas Legiggiassed the Community Mental Health Centers
Act. This Act provided for the establishment amdgnance on county government. The Mental
Health Reform Act of 1990 reaffirmed the principlasd values of a locally controlled mental health
system.

A CMHC can only be created by action of the Bodr@ounty Commissioners. County government
serves two principal roles with respect to CMH@gtermining and establishing the governing
structure for CMHCs; and providing county finangalpport for CMHCs.

The CMHCs also have a partnership with state gowem. Among the state’s role in the public
mental health system is licensure of CMHCs, cotittgavith CMHCs for services, statewide
oversight and focus on target populations.

Accountability

First and foremost, CMHCs, through their County @assion authorized boards, are accountable to
the public mental health interest. The CMHCs aréher accountable to federal, state and local
governments. Some examples include: CMHC licensifes and regulations; participating CMHC
contracts with SRS; Medicare and Medicaid rulesragdlations; Mental Health Field Staff; and other
periodic audits and studies on CMHC functioning.

Father down in this document, you will see the ontes we are producing in delivering community-
based services, as well as the consumer and faatifaction levels.

Services to Adults with Severe and Persistent Menit#liness (SPMI)

A major accomplishment of the Mental Health Ref@kot of 1990 was the development and
enhancement of community based services for thi¢ &aget population. Community Support
Services (CSS) refers to the array of communitgdaervices that are provided to the adult targeted
population, which consists of individuals who sufféth a severe and persistent mental illness
(SPMI). A severe and persistent mental illnessresfo a biological brain disorder, such as
schizophrenia, that impairs an individual’s abitibyfunction throughout their life. However,
individuals with severe mental illnesses that waree considered to be marked by lifelong
deterioration are now energized by the messagepmd# hnd recovery offered by CSS programs.



The guiding philosophy of CSS programs are emboidi¢de work with consumers in promoting
recovery and achieving their self-defined goalbe TSS model emphasizes using an individual's
strengths, desires and aspirations to supporteathtthe skills individuals needs to be succesasful
the living, learning, working and social environngethey choose. Community Support Service
programs across the state provide a broad spectigsrvices and activities to support some of the
most at risk and vulnerable citizens of Kansas sh#fer with a severe and persistent mental illness
These programs are built upon a case managememrt thatl promotes recovery and focuses on
assisting consumers to live successfully in theroomty.

Every individual served through a CSS program leogess to case management services as well as
psychosocial services, vocational services, attenchre services and medication management, if they
desire it. All of these services facilitate thearment process through direct interactions thasias
consumers in understanding their symptoms and te@cimunity living skills. Beyond focusing on
symptoms management, recovery casts a much widdigepp on quality of life, restoration of self-
esteem and on attaining meaningful roles in society

Kansas is a leader in the area of community méwetalth for the adult target population. Across the
state model programs are being developed utilibeg} practices in areas such as Supported
Employment, Supported Education, Dual Recovery@ungported Housing. The successes of these
programs are not only found in the improved quatitjife but in the performance outcomes that are
produced statewide, as outlined below.

Outcome FY89 FY06 (Q1)
Living Independently 47% 91%
Competitively Employed 18% 20%
Participating in Some Form 2% 4%
of Educational Activity

Services to Children/Adolescents with Serious Emainal Disturbance (SED)

Community Based Services (CBS) programs serveremldnd youth who have been identified as
having a SED and have demonstrated a need fovéntgons other than traditional outpatient mental
health care. A fundamental goal of CBS is to lalpsk children and youth remain in their home,
school, and community. To help achieve this goaldren and their families may receive an array of
individualized services and support. Strength éafsemily focused and family driven, culturally
competent, and community-based are the core véthaeslrive CBS programs.

To be identified as having a SED, a child or youtlst have a diagnosable mental, behavioral, or
emotional disorder and exhibit a functional impaamhin their home, school, or community. Common
diagnoses associated with SED youth include: AttariDeficit/Hyperactivity Disorder or ADHD,
Bipolar Disorder, Depression, and Oppositional BefiDisorder. A developmental disorder such as
Autism, mental retardation, or a substance abus®dir would not on their own meet the criteria for
SED. Although these disorders may co-exist witheatal health disorder.

Children and youth with SED often become easilgtiiated and may have great difficulty following
rules at home. Because of their poor ability tdarstand and express their feelings appropriately,
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these children may become verbally or physicallyragsive towards siblings or even parents. Other
children may be more isolative, attempt to hurtribelves, or try to commit suicide. Parents may
describe that their child is out of their contifielel powerless to help their child, and may be ydad
turn their child over to someone who can help tiseich as a hospital or residential treatment fgcilit

At school many children with SED are known by eviegcher, school administrator, student, and their
parents for all the wrong reasons. These arehitdren who have trouble sitting in their desks and
paying attention. They may annoy other studentishave great difficulty making friends. They may
be verbally inappropriate or aggressive, and mapie physically aggressive or destructive to
property when challenged. Children with SED whbat in these ways are frequently suspended and
often are failing in school because of their mehtadlth disorder. Other children who experience
depression or anxiety may be quiet and almostillei$o teachers or go to great lengths to avoid
school. These students also may be unsuccesscihabdl academically or socially. Children with

SED are often referred for Special Education sesjimedication or other mental health services.

Children and youth with SED may experience diffigdlinctioning in the community as well.
Participation in community activities such as spaloby scouts, girl scouts, or other peer-related
activities may be difficult due to poor social aswping skills, and they may be expelled from such
programs. Finding daycare equipped to manage ledavior is also a challenge for parents. lois n
uncommon for parents of children with SED to faegihg to quit their job due to the lack of
appropriate daycare or because of frequent redraestthe school to come get their child. For other
children, their behavior may bring them into contaith law enforcement. Schools and even parents
may call police for a child who is “out of controRAssault, destruction of property, or disorderly
conduct charges may be filed against the child.

In past years many children with SED were hospi¢éalisometimes for years or may have been placed
in a residential treatment facility. Now, with gees and supports through CBS programs, children
usually remain at home with their families and radtechool with their peers. When hospitalization is
needed, it is most often very short term.

The core service of CBS 3ase Management Case managers are responsible for the develdphen
goals, overall coordination of services and treatn@r their clients, and help locate and acquire
community resources. They coordinate services satiools, attend school meetings with the child
and parents, and provide information and educatimut the child and his/her disorder. Case
managers may also provide parents with educatigracenting and mental health disorders, and offer
caregivers encouragement and support. If a chilobspitalized, the case manager will work with
hospital staff to ensure services are in place¥atig discharge. These types of activities are
considered to be Targeted Case Management

(TCM).

Case managers also work one on one with childréelmthem develop skills needed to manage their
behavior and other symptoms of their disorder.bfm solving, anger management, and social skills
are only some of the skills case managers teachdients. Case managers also work with caregiver
and help them develop behavior plans and othetegies to manage their child’s symptoms and to
ensure safety in the home. Responding to cridi@iate or school and helping de-escalate a child is
also a responsibility of a case manager, as wdlefsng families develop crisis plans and straegi
Services involving direct intervention with the Ichpresent are considered to Community Psychiatric
Support Treatment (CPST).
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Attendant Care is defined as a one on one support and superwsgitbrchildren to accomplish
activities of daily living, and providing suppod the individual and/or family in maintaining daily
routines. Specific skills may be targeted and gorad with the child or youth such as following an
anger management program, or attendant care maseokto help a child participate in recreational
activities or follow daily routines at home. Se&e$ may also be provided at school to assist tife ch
in managing their behavior or other mental heafthoms. Attendant care is used to help support
and stabilize a child in a crisis as well.

Wraparound is a service that brings together professionalratdral family supports to create a child
and family team and develop an overall treatmesnt fibr a child. Through wraparound, case
management and other professional services magrdreged but also natural supports, such as uncles,
grandparents, ministers, and even school janitoay, be identified to support and work with the @hil
and family. Wraparounds are always strength basddise the strengths of the child and family team
to develop interventions.

Home Based Family Therapyis provided by a licensed clinician and works wiitk family to

establish healthy rules and consequences, estapsiopriate boundaries, develop positive
communication skills, and develop strategies toroup the child’s and family’s functioning. By
providing services in the family’'s home, the enwimeent can used to help assess the family needs and
be a vital part of the interventions that are deped.

Psychosocial Groupss a goal directed group aimed at assisting abdvith daily problem solving,
improving social skills, promoting health, and emtiag personal relationships. Groups are provided
in a variety of settings at different mental heal@mters across Kansas. Most common groups are aft
school programs in which children attend group frame to five days a week, depending on the
program. Other CMHCs have partnerships with schatficts to provide psychosocial groups during
the school day in which students are pulled owadgs to participate. Psychosocial groups allow
children with SED to socialize, learn new skilladgparticipate in activities they otherwise may bet
able to experience.

Parent Support Servicesare provided by parents who know first hand what like to parent a child
with SED. Often the most trusted CMHC staff by ies, parent support workers relate in a personal
way that case managers, therapist, and other grofeds cannot. Parent support staff are availafde
focus on the support to parents, while helping thi@mugh crisis, attending Individual EducationrPla
(IEP) meetings, or helping prepare them for co@®me parent support staff also assist with pragidi
parent education or facilitating parent supporug

In a few areas of the statberapeutic preschoolgrovide daily psychosocial groups, case
management, and home based family therapy to ehilvo to five years of age. Early identification
of these children provides an opportunity to hakp ¢hild develop the skills necessary to be sutess
in school and parents to develop strategies aedviattions to help their child. Most therapeutic
preschool programs are funded through state grants.

Other areas in the state offamhool based mental health programs or day treatmemprograms.
Combiningeducational stafind mental health staff, these programs are dasignmeet the
therapeutic and academic needs of the child. @asmgement, individual therapy, and psychosocial
groups are built into the daily routine. Schoasdédmental health programs targets children whose

12



mental health needs severely impair their abibtp¢ successful in school and require intensive ful
day treatment, and is typically only tried aftehet efforts have failed.

Respite Careis available for families needing separation framleother as a “cool down” time due to
family/child conflict or other crisis, but may albe used to relieve parents from the stress ahaes
child with a SED. Currently, payment to CMHCs foese services is only available for families
receiving the SED Waiver.

Finally, we are very proud of the outcomes we heeen for services to this population, as outlined
below.

SED Children/Adolescents Receiving Case Management

Outcome FY97 FY06 (Q1)
Permanent Home 75% 93%
A, B, or C Grades 66% 73%
No Law Enforcement 69% 92%
Contract

Beginning in January, 2005, school attendance wessared not as regular attendance as it has been
measured in the past, but as a number of excuskdraxcused absences. For FY06 (Q1), 87.5% had
0 to 2 absences, compared to 76.3% in FY05(Q4).

Children/Adolescents Served on the HCBS/SED Waiver

Outcome FY97 FY06 (Q1)
Permanent Home 92% 97%
A, B, or C Grades 75% 75%
No Law Enforcement 87% 93%
Contract

Beginning in January, 2005, school attendance wessared not as regular attendance as it has been
measured in the past, but as a number of excuskdraxcused absences. For FY06 (Q1), 85.6% had
0 to 2 absences, compared to 70.7% in FY05(Q4).

It is important to also note highlights of the fings of an independent evaluation of the HCBS/SED
Waiver conducted in 2005:

v' With regard to access to care, findings indicahed the target population is being served under
the Waiver per its intent. The children’s accessdmmunity-based services that maintain
them in the community is supported by their outceme

v During focus groups, parents unanimously expreasggbire to maintain their children in the
home and community rather than have them hospthlEnd they credited CMHCs for helping
achieve this desire.

v" With regard to quality of care, findings of thisidy indicate that children served by the Waiver
are receiving high quality care. Services werantbto me strengths-based, family-centered,
and delivered through a wraparound model.

v In focus groups, parents spoke poignantly abouhéhgfulness and quality of services covered
by the Waiver that were received at the CMHCs.
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SED Youth Who Are Transition Age — 16 Years of Agand Over

Outcome FY06 (Q1)
Permanent Home 88%
A, B, or C Grades 67%
No Law Enforcement Contract 83%

Outcomes for SED Children in SRS Custody and thosa JJA Custody; FY06 (Q1).

Custody Living in No Law Regular A B,orC School
Status Family Home | Enforcement | Classroom Grades Attendance
Setting Contact Setting (no (Oto 2
support) and absences)
those with
support)
SRS 94% 88% 80% 70% 90%
JJA 83% 71% 66% 53% 85%

Crisis and Emergency Services

In response to growing concern about the avaitsdoh crisis and emergency services, SRS began to
explore ways to improve the crisis and emergenoyices system in Kansas. The Department of SRS
commissioned a study in order to clearly identyecissues and to help establish priorities for
improvement. What has subsequently resulted isiéhrelopment of crisis plans for each CMHC.

Throughout the state, minimal expectations inclingefollowing:

= CMHCs will make crisis case management servicesadla to individuals who have received
a screening and have been diverted from hospitalizaand

= Individuals in crisis will receive assistance togen safely and successfully in their home and
community.

Specifically, CMHCs are required to:

Increase medical services that assist individuaisanaging psychiatric medications.

Add hours of attendant care and case managemeadditis with SPMI and children with SED.
Provide evening and weekend case management, ie-faomly therapy and attendant care.
Improve crisis services to children by insuringttsaff with expertise is available 24 hours a
day.

VVVY

Each CMHC catchment area utilizes a committee cm@agrof stakeholders and community partners
to review, monitor and refine the goals and obyastiof the Crisis Plan.

There menu of services includes five levels of atoum of Crisis and Emergency Services, from

least to most restrictive. Each CMHC offers difietr services and different versions of the sontaef
same services
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Services to Non-Target Populations

The non-targeted population is another name faviddals like you and me who encounter problems
as we move through life but who continue to functior the most part, not impaired and challenged by
a brain disorder or mental iliness.

While the community mental health system has d@ezlexpertise in working with individuals with a
severe mental illness, we also see many more ohais each day in our communities who are
struggling with issues such as anxiety and demrsseactions to job losses, deaths of those ¢tose
us and problems with addictions of all sorts.

Community mental health centers in the state haveldped a wide range of services to help
individuals with these presenting problems. Wedwdithat if left unaddressed, they have the patkenti
to escalate to more serious problems and eventoally the potential to affect daily functioningher
services most utilized with this population arevsms we refer to as traditional services. Thejude
services that one usually thinks about when hedhagindividuals are seeking help. They include
services such as individual and group therapiedjcagon evaluation and management for those who
need some chemical assistance to reduce symptahiais intervention work for those individuals
who find themselves in a situation that is ovenwiial to them.

As you have heard, each CMHC contracted severas yegp with SRS to identify some strategies
where crisis services could be more immediate aresipe and comprehensive. All CMHCs developed
a list of gaps in services as well as a list dfisrservices that were working well. As a resllt,

CMHCs developed crisis plans that increased theyafr services being offered.

Each CMHC has a unique relationship with their camity or service area and have designed
services that specifically address that communitgsds.

In addition, over half of the CMHCs in the stateypde addiction treatment services to individuals
with a substance abuse or substance dependendemrobhese services can address both problems
with alcohol and with street or prescribed drugs.

Every CMHC also has a wide array of outpatientisessor therapy services available to those who
need more help that than offered during a crisisiumber of individuals who no longer need to have
the level of services offered by our Community Supjservices to the targeted population are seen fo
some sustained help and medication management @utPatient Services programs.

Consumer Satisfaction Levels Are High

91% of youth report satisfaction with trust in CMBGff.

90% of youth report satisfaction with how quickihey received help.

95% of youth report overall satisfaction with CMI8€rvices.

92% of parents report overall satisfaction with C81Bkervices.

93% of families report satisfaction with level arficipation in treatment planning.

93% of families report satisfaction with the timetween first call and intake at the CMHC.
90% of families report satisfaction with time beemantake and first appointment.

90% of adults report satisfaction with CMHC stagfformance.

86% of adults report satisfaction with service gyal

82% of adults report satisfaction with the choitesy had.
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80% of adults report satisfaction with the levehotess to CMHC services.

Source: 2004 Kansas Family Satisfaction Surveykansas Youth Satisfaction Survey; 2004 Adult
Satisfaction Survey
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ATTACHMENT B
Heather

Four County Mental Health, Independence, KS

| have been a foster parent for over eight yeard eve seen many changes within the system. C
change that | feel has been very positive is tha@ses fromthe community based mental health centers.
children typically feel over controlled and undetwed by a perceived uncaring “system.” In the,pabas
been a case manager from the child placement agleactwould make the decision for the child’s cénese
managers typically see the kids on their caseloag @ month or less.

Many times, a child in my care would question songewho truly did not know them, but made
decisions about their future. With wraparound s&wfrom Four County MHC in our area, these chindrav
relationships with their case managers and attdradaa workers. They form peer relationships withie
psychosocial groups and the CMHC. They have stsopgort from many different professionals who
collaborate with them and their foster parentseweetop appropriate and achievable goals.

When a tild has this wonderful support system, they gainficlence in themselves and in others w
before they had little. They feel supported inaalbects of their lives and tend to build on theseasses. |
have seen such improvement in attitude andidence, grades and daily living sills. The cleldlifeel more i
control of their future when they are active pap@ants in setting goals. | believe the communigntal healt
system is an invaluable resource. The childrertanaected to the community through the CMHC and in
return feel as though they belong to their comnmunWwith the losses these children tend to sufietheir
family and extended family--any positive, caringpgart they can receive is important to their grawth

Ben
ComcCare, Wichita, KS

During my youth, | had little self confidence besawf family divorce and instability. Depression:
isolation lead to thoughts of suicide throughouttesn years, and at 21, after being laid off, ldmegeriously
contemplating ending my life. | choseliecome highly intoxicated and lay on the railrt@adks. | woke up
the hospital and discovered that God had sparelifenglespite the fact | had lost my left hand. ridtiles do
happen! When a train runs over someone what wgaldsay the chances are that they survive? Thaeis t
miracle in my story.

| have overcome suicide, and am in continual regofrem alcohol abuse, survived my paieand m
own divorce and live with severe depression todal this would swallow me up if | hadn't hadsimple faitt
in God and been able to receive 11 months of rétatlmn and hospitalization. This led me to thedoof
Breakthrough Club of Sedgwick County, and also CameGn Wichita, Kansas. Despite having only oned
| did not allow anything to get in my way of stadia new life. At Breakthrough Club, | discoverexv
abilities and talents. | helped begin the TransaloAge Program for youth who are diagnosed witimtiale
iliness, ages 14-24. After 11 years of participaiin the Clubhose, | was hired as a staff member and arr
grateful to be giving back what | received from &trough Club.

| am now able to do the things | enjoyed in highasi--singing, writing, speaking became the mair
gifts | started to believe | could do well. Theftt Breakthrough, fellow alcoholics and friendslgamily
everywhere encouraged me and helped me to gairdeoct in myself. Medication, physical and
psychological therapy, AA meetings, prayer andlierfirst time real authentic friends helped mede | had
value and a purpose. | now have goals of returtarapllege and this past September | ran in a8l event
and surpassed my time goal by 1 1/2 minutes.

Thank you for letting me tell my story to you. |wd appreciate it and so would my colleagues if
would continue to push hard for those who are dfteked over because of the public’s stigma abcertad
illness. We want to return to work and school, Badh vital member of our cities and state. Weehfop an
adequate and safe place to live that we can aféord to be able to pay for rent, utility bills, thanedication
and other basic needs met. We can recover ang fatwhat everyone who is considered normal feasily,
work and education. | would like to leave you watlguote: "It's not about thinking less of yci't]rialllt
thinking of yourself less.” Again thank you forwyear and time.




ATTACHMENT C

Evidenced-based Social, Environmental and
Economic Determinants of Mental Health

Risk Factors Protective Factors

Access to drugs and alcohol Empowerment

Displacement Ethnic minorities integration

Isolation and alienation Positive interpersonal interactions

Lack of education, transportation and housirjgSocial participation

Peer rejection Social responsibility and tolerance

Poor social circumstances Social services

Poor nutrition Social support and community networks
Poverty

Discrimination
Social disadvantage
Violence

Work stress
Unemployment Source: World Health Organization

Evidence-based Factors Related to the Onset of MaitDisorders

Risk Factors Protective Factors

Academic failure Ability to cope with stress

Attention deficits Adaptability

Caring for chronically ill patients Autonomy

Child abuse/neglect Early cognitive stimulation

Chronic insomnia Exercise

Chronic pain Feelings of security

Communication deviance Good parenting

Early pregnancies Literacy

Elder abuse Positive attachment and early bonding
Emotional immaturity Positive parent-child interaction
Excessive substance abuse Problem-solving skills

Exposure to aggression and violence Pro-social behavior

Family conflict Self-esteem

Loneliness Skills for life

Low birth weight Social and conflict management skills
Low social class Socioemotional growth

Medical illness Stress management

Neurochemical imbalance Social support

Parental mental illness
Personal loss

Poor work skills Source: World Health Organization
Stressful live events
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Promote public
awareness to
maximize
wellness and
resources.

Develop clear,

Assure
Consumer/
Family Driven

Process:
Design, Delivery
and Eval.

Consumers and

Promote service
equity for
Minority and rural
Kansans.

Develop a mental

Promote early
intervention
prevention
across the
lifespan.

Promote

Expand
Evidence-based
practices (EBP).

Implement EBPs

Enhance and
expand an effective
workforce.

Utilize consumers,

Develop and
implement adequate
funding

Emphasize braided

persuasive, family members health service Wraparound to with fidelity and youth, parents, family | and blended funding
stigma-free will design, delivery continuum move children consumer choice. | members to educate | to promote
messages that evaluate and based on from hospital to (6, 8) mental health interdepartmental
mental illness implement mental | population density. community or workers. (23) programs. (18)
can be treated, health programs (2, 19) group home
recovery is in conjunction connect CBS to
possible, with providers acute care
promoting and funders. (12, hospitals (7,9)
resilience is 13, 17)
important—
showcase
success. (26)
Develop Help people find Recruit and retain Increase Find, develop Train and retain Fund services
statewide plan and keep rural, and culturally | awareness of EBP transition consumers, parents, demonstrating
for suicide employment competent frontier early intervention | services and family members as positive recovery and
prevention. opportunities. staff. (16, 23) and prevention implement them providers of wide resilience outcomes.
(36) (across the statewide. (37) array of services: (3, 20)

lifespan). (3, 4, support, ACare,

6, 8, 10, 32, 33) Respite, CM. (13, 23)
Create and Ensure Enhance language Encourage Publicize to Train workforce to Identify strategies to
publicize healthcare skills of interpreters | medical and consumers, serve diverse influence Medicaid

members, public.
(4, 10, 22, 25)

speaker’s bureau | affordability for specialized in mental health parents, and populations, based planning process and
consumers and consumers who mental health professionals to family members on population input. state plan
professionals to are employed or jargon. (16) integrate and co- | what works, how (3, 8, 15, 16, 23) development.
co-deliver on SSI. (3) locate services. to choose
training.(5) (4, 8) services, and

measure

success. (2, 5,

20, 31)
Develop Assure services Provide services in Recruit research | Incorporate Train mental health Make dollars follow
trainings, for promote language and community to mental health and | and consumers, the person. (2, 14, 18)
specialized resilience and culture of client. develop profiles substance abuse | parents, family
audiences: recovery, not just | (17, 33) of cost savings best practices members to provide
emergency maintain people. by delivering (IDDT). (38) work in partnership
responders, (2, 3,5, 19, 32) mental health with consumers. (4,
employers. court, prevention 23)
school, family programs.
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